Cultural psychiatry has evolved along 3 lines: 1) cross-cultural comparative studies ofpsychiatric disorders and traditional healing; 2) efforts to respond to the mental health needs ofculturally diverse populations that include indigenous peoples, immigrants, and refugees; and 3) the ethnographic study ofpsychiatry itselfas the product ofa specific cultural history. These studies make it clear that culture is fundamental both to the causes and course of psychopathology and also to the effectiveness ofsystems ofhealing. The provision ofmental health services in multicultural societies has followed different models that reflect their specific histories ofmigration and ideologies of citizenship. Globalization has influencedpsychiatry through socioeconomic effects on the prevalence and course ofmental disorders, changing notions ofethnocultural identity, and the production ofpsychiatric knowledge. A cultural perspective can help clinicians and researchers become aware ofthe hidden assumptions and limitations ofcurrent psychiatric theory and practice and can identify new approaches appropriate for treating the increasingly diverse populations seen in psychiatric services around the world. (Can J Psychiatry 2000;45:438-446) 
limitations and hidden assumptions of existing practice, and it can identify new strategies and approaches.
The History of Cultural Psychiatry
The history of cultural psychiatry can be painted in broad strokes as a triptych. On the left panel is the comparative cross-cultural study ofthe form and prevalence ofpsychiatric disorders. On the right is the study ofrnigrantpopulations and cultural variations in illness within ethnically diverse nations. In the centre panel is the cultural critique ofpsychiatric theory and practice. These 3 panels represent successive stages in the development of the field, with each continuing into the present.
The origins ofcultural psychiatry are often located in Kraepelin's voyage to Java to explore the universality of dementia praecox and manic depression (1,2), but interest in regional variations in psychopathology has a long and complex history (3) . The early literature of cultural psychiatry was linked to the colonialist enterprise-first, in the form of explorers' chronicles of people in distant lands and later, as colonizing powers attempted to provide medical care modelled on their own health care practices, in studies based on hospital or asylum psychiatry. This colonialist phase was "exoticizing" in that it collected instances of clusters of unusual symptoms and behaviours that were characterized as unique, culturebound syndromes. While this demonstrated the universality ofmental disorder, it also tended to create the impression that people in other cultures had uniquely irrational ideas and incomprehensible behaviour. This is made strikingly clear by the example ofpibloktoq, or arctic hysteria, among the Inuit. Most comprehensive psychiatric texts mention pibloktoq as a culture-bound syndrome characterized by sudden wild and erratic behaviour.
Recently, the historian Lyle Dick collected all the published accounts ofpibloktoq, ofwhich there are only about 25 (4) . It seems that psychiatric case description transformed a situation of sexual exploitation oflnuit women by explorers into a discrete disorder worthy ofa new diagnostic label. With hindsight, we can see how insensitivity to the impact of exploration on other peoples distorted the picture when vital information on social context was not included.
The legacy of these colonialist blinkers is still with us in the glossary ofculture-bound syndromes in DSM-IV that forms a sort ofmuseum ofexotica at the back ofthe book (5) . In a subtler way, the same colonialist bias is present in the main text of DSM-IV, which introduces cultural considerations as just minor qualifications to what are presumed to be culture-free diagnostic categories (6, 7) . Thus, the categories that emerged out of European and American history (and that surely incorporate many culture-specific features) are assumed to provide the universal template to which a few local variations can be added like so much decoration.
The commitment to universality in psychiatry is evident in Kraepelin's journeys at the very start of modem nosology. Kraepelin's conclusions accord with contemporary opinion in that he found evidence both for universality and for culturally distinct symptoms. This tradition of comparative psychiatry continues to the present, with new, standardized diagnostic measures comparing the cross-national prevalence, manifestations, course, and outcome of disorders (8) (9) (10) (11) ).
These studies, however, are captive to our existing nosological frameworks. They rarely make a systematic effort to canvas symptoms that lie outside the conventional diagnostic categories that were developed in Euramerican contexts (12) . When such cross-national studies do consider "culture," it is usually in comparisons that ignore the internal diversity of most countries in terms of ethnic and religious groups, rural versus urban settings, social class, and other powerful social influences on behaviour. This often leads to statements that there is "surprising uniformity" across countries, despite considerable variability present in the data. When this variation is acknowledged, it is usually in terms ofcrude dichotomies like developed-developing, and when this does not yield any clear pattern, it is dismissed as too difficult to interpret (for example, see [13] ). The absence of attention to meaningful social and cultural variables and parallel ethnographic research on the social and clinical realities ofthese populations leaves us with data that poorly reflect the local reality.
The third phase of cultural psychiatry approaches both psychiatric knowledge and practice itself as cultural constructions. This shift was heralded in a seminal paper by Arthur Kleinman in 1977 (19) and followed by a renewed dialogue between anthropology and psychiatry in the work of Kleinman (20) (21) (22) (23) (24) , Roland Littlewood (25) (26) (27) , and others.
The end ofcolonialism made it harder to maintain a distanced view of "the other" as alien. There is increasing recognition that we have failed to see others clearly but have instead treated their cultural worlds like funhouse mirrors that hold up distorted reflections of our own cultural preoccupations. Increasingly, people who were once the object of ethnographic study have their own say in how their worlds are to be interpreted and understood by others, and indeed, they offer their own mordant readings of Euramerican cultures and colonialist projects. Adopting the new perspectives made available by these other voices means looking at our own cultural assumptions. As a result, psychiatric theory and practice have become fair game for the anthropologist's critical lens (28, 29) .
The Place of Culture in Psychiatric Theory and Practice Each ofthese successive phases of cultural psychiatry has involved the study ofdifferent sorts ofsocieties, and it is important to recognize that the term "culture" does not (and cannot) refer to the same thing in different contexts. The concept of culture, which is a grand abstraction, has its origins in a metaphoric contrast between the cultivated and the wild. As such, it encodes a history of agricultural sedentarization, the building ofcommunal institutions and complex rules for collective life, and a gradual domestication or displacement of what is nonhuman (30) . This nature-culture dichotomy, which underlies much of our thinking about our place in the world, takes different forms in different parts of the world (31).
The ongoing "biologization" of psychiatry has made culture seem mere window dressing. On this view, what lies at the base ofall psychiatric disorder is some brain dysfunction, and biological research will eventually uncover the brain circuit or the variant gene that accounts for the problem. Yet biology also teaches us that we are fundamentally cultural beings. The nervous system is inscribed with our history of socialization and cultural learning, even as we are sustained by a world populated by social institutions and made meaningful and intelligible by cultural values and practices (32) .
This view of culture leads us toward a nonreductionistic vision of ourselves as beings whose make-up incorporates higher-order levels of organization that include our interactions with the social environment and who, therefore, are not reducible to biochemistry or the activity of neural networks (33) . Culture involves systems at a higher level of organization than individual biology or psychology. Indeed, there is evidence that culture itself is part of a co-evolutionary process intrinsic to human evolution (34) , which suggests that human nature may not have been finished in the late Pleistocene, despite the claims ofevolutionary psychiatry. There are human problems that are constituted by our way of life, and solutions can be found not in the physiology of the brain, but in the ways of life, values, and commitments that people choose as they navigate a world that is socially constructed in a very literal sense (35) .
The notion of culture is used in psychiatry in several ways. Most often it is invoked to explain failures ofcommunication, compliance, and mutual understanding between clinician and patient. Culture is encountered in the clinic primarily as problematic difference: I) as difficulty in mutual understanding arising from differences in language, nonverbal style, codes of etiquette, tacit knowledge, and assumptions; 2) as misconceptions or odd beliefs and practices on the part of patients; 440 The Canadian Journal of Psychiatry and 3) as differences in values. Culture in this sense is something that belongs to the patient and is a sort ofbaggage or impediment to shared understanding and cooperation.
More positively, notions of culture may be used to acknowledge the characteristics of ethnic groups and their specific needs and predicaments. Often, information about culture is presented to health care professionals in the form oftexts that summarize the patterns ofillness behaviour in specific ethnic groups. This fits with a general tendency to form stereotypes in person perception (36) . Unfortunately, it often fails to capture either the range of variation within any given ethnocultural group or the fact that cultural practices are tied to personal and family histories in complex and idiosyncratic ways.
Cultural difference involves the personal and professional background of the clinician, and the social context of practice, quite as much as the ethnicity ofthe patient. An analysis ofcultural difference in terms ofthe relative power, social position, and interaction of the local worlds of clinician and patient would be more useful than colourful caricatures of patients' ethnic heritage.
The most helpful use of the notion of culture recognizes that psychiatry is the product of a cultural world, which leads to a critical appreciation of the implicit assumptions and historical grounding of our theory and practice. This awareness of our own assumptions opens the door to real dialogue with patients and colleagues from diverse backgrounds.
Models of Mental Health Care for Multicultural Societies
Notwithstanding the global traffic in psychiatric knowledge, cultural psychiatry has evolved in somewhat different directions in different countries owing to many factors, including the composition of the population and the political status of ethnocultural minorities. Table 1 summarizes some salient differences in the focus of cultural psychiatry and mental health services in several countries. These differences reflect their history of migration and models of citizenship.
Castles and Miller distinguish 4 broad models of citizenship:
1) the imperial model, which brings together diverse peoples under a single ruler (for example, the British, Austro-Hungarian, and Ottoman Empires); 2) the folk or ethnic model, which defmes citizenship in terms of common descent, language, and culture (for example, Germany and Japan); 3) the republican model, which defmes the state as a political community based on a constitution and laws wherein newcomers who adopt the rules and the common culture are accepted as full citizens (for example, France); and 4) the multicultural model, which shares the political defmition of community with the republican model but accepts the formation of ethnic communities within the polity (for example, Australia and Canada) (17) . These notions of citizenship are not static or entirely consistent within any country either at the level oflaw and formal policy or in the informal negotiations and accommodations that put these rules into practice. They function as ideologies, that is, as systems of social representations and modes of discourse that serve to rationalize and justify social and political action (37) . (We may add to this description of models of citizenship those countries where citizenship counts for little. These include countries where the state exercises arbitrary power, failed states where political and social institutions are in disarray, and large sections of many countries where poverty is so extreme as to make notions of citizenship meaningless.) These basic political differences give rise to different conceptions of political justice (38, 39) and of the rights and obligations of individuals, communities, and the state (40, 41) . The health systems created on the basis ofthese conceptions, and unique histories of migration, have strongly influenced both the direction of cultural psychiatry and the development of mental health services in each country.
Countries like the United Kingdom and France, which were colonial powers, have experienced substantial immigration from former colonies. Such immigrants often have come with positive expectations arising from their experience of educational and administrative systems that place the colonizing power in a favourable light, but they have encountered considerable racism and discrimination. In recognition of this problem, cultural psychiatry in England has focused on issues of inequalities in care for immigrants and on providing services that are explicitly anti-racist (25, (42) (43) (44) (45) (46) (47) (48) . In France, the republican ideal downplays the significance of culture for the common values of the state. Ethnocultural identity is something individuals are free to express in their home, but it is not actively supported by the state (17, 49, 50) . Cultural psychiatry in France has been strongly influenced by a psychoanalytic tradition that tends to situate problems in the psyche and thus does not directly challenge the state's position on culture (51) . The ethnopsychoanalytic work of Tobie Nathan focuses on the symbolic meaning of traditional healing practices and on formal analogies with psychotherapy (52) (53) (54) . Consultations with a specialized ethnopsychiatric team create a transitional space where the clinician's interventions mediate the collective symbolic worlds ofthe immigrant's country of origin and of France (55) . New models of service are being developed beyond such highly specialized ethnopsychiatric clinics (56) . However, recent challenges to the republican model by North African and other immigrant groups who have experienced economic marginalization and racism have yet to be adequately reflected in general models of care.
Canada and Australia are immigrant societies with explicit ideologies of multiculturalism. In both cases, this is reflected in efforts to respond to cultural diversity in mainstream settings. However, the form this response takes in the 2 countries has been quite different.
In Australia, the political ideology of multiculturalism has created an environment in which services that are responsive to the diverse needs of indigenous and immigrant communities can develop (57) . The differing claims of indigenous and immigrant communities, and the different government and broader societal responses to them, have resulted in the development of quite separate research activities, policies, and service models for these 2 communities. For indigenous communities, the central issue has been community control ofthe design and operation of health services. For immigrant communities, the initial issue has been the communication barrier imposed by different languages. Therefore, an extensive system ofCommonwealth and state-funded interpreting services has been developed, with public health (including mental health) information available in many languages. The inadequacy of this partial response to the needs of immigrants is widely recognized. Governments at national and state levels have accepted the proposition that all mental health policies and service programs must respond to the fact ofcultural pluralism (58) . The recently published national mental health standards, which are central to the second national mental health plan agreed to by the Commonwealth and the states, include a comprehensive set of standards for the provision of culturally appropriate services.
Each of the 6 states has either a specialist transcultural psychiatry unit (funded by state health departments) or a transcultural mental health network. The roles of these organizations are broadly similar: to assist state health departments (through research, professional and community education, and service innovation) to improve the accessibility, quality, and cultural appropriateness ofstate-funded mental health services available to immigrants (59, 60) . The Commonwealth Department of Health has funded the establishment of the Australian Transcultural Mental Health Network (61) . This organization commissions research and other projects of national significance and provides a national information service that disseminates information on research, education, and service innovation, which will contribute to continuing improvement in mental health services for immigrants (Note 1).
In Canada, multiculturalism was made an official policy in 1971. Its explicit aims are to maintain ethnic languages and cultures and to combat racism. Culture and ethnicity are viewed positively. Subsequent legislation has attempted to promote pluralism and diversity in the workplace and ensure equal access to health care services. Cultural psychiatry has centred on issues of ethnicity without much attention to racism. Although ethnospecific services have been developed in some cities (62) , attention to language in health care has been pre-empted by a political history of 2 founding peoples (a consociation [63] ) who between them divide the language map. As a result, compared with Australia, there has until recently been little development of interpreter services.
Despite Canada's explicit policy ofmulticulturalism, and Canadians' self-image as a tolerant society, there is evidence of systemic inequities in the mental health care of immigrants and ethnocultural minorities (64) . These inequalities may result from the lack of services adapted to the linguistic and cultural backgrounds of patients and the failure to address the issue of racism actively. A recent study in a multicultural inner-city neighbourhood of Montreal found that while rates of utilization of general medical services were comparable, when level of psychological distress was controlled statistically, immigrants were one-quarter to one-third as likely to make use ofprimary care mental health services and still less likely to be referred to, or to seek out, specialty mental health care (65) . This difference could not be accounted for by lower levels ofneed or by the use ofalternative formal and informal health care services or community sources of help. When respondents in the survey were asked about the barriers they perceived to using mental health services, the factor accounting for the largest amount of variance in reports ofbarriers to care was "Ethnic Mismatch." This factor consists of3 items: 1) "I felt there would be prejudice or racism against me"; 2) "professionals from my own cultural or ethnic group were not available"; and 3) "I felt that my culture or ethnic background would not be understood." To date, these barriers have not been well addressed within the health care system.
The US shares elements ofrepublican and multicultural models. It is an immigrant society but has been profoundly marked by its history of slavery and racism. This painful legacy is masked by the currently popular term "diversity" in mental health services but is reflected in census categories and corresponding research on "racial" differences in health care utilization, psychopathology, and psychopharmacology. Despite an assimilationist policy, new waves of migration have resulted in the presence of large, linguistically distinct groups (for example, Spanish, Chinese, Vietnamese) and the development of ethnospecific clinics where patients can be 442
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As mentioned earlier, the recent revision of the official nosology of the American Psychiatric Association (APA), the DSM-IV, made a systematic effort to incorporate cultural information. This came about in part because of pressure from the US National Institute of Mental Health (NIMH)and from interest groups within the APA, reflecting the increasing ethnocultural diversity of the profession (7) . Both the APA and the American Psychological Association have developed standards for cultural competence in professional training and quality assurance in service delivery (69) . Initiatives at the level ofboth federal and state governments are addressing mental health service delivery issues for diverse populations (Note 2). Managed-care companies are increasingly concerned to demonstrate their responsiveness to cultural issues to enrol and meet the needs ofa diverse population. There are federally funded national centres for research on the mental health of each of the major ethnoracial demographic groups (African American, American Indian and Alaska Native Hispanic, Asian, and Pacific Islander). '
Many countries are relatively homogeneous and more or less explicitly define citizenship in ethnic or linguistic terms (for example, Germany and Japan). In such settings, there is less impetus to develop any specific response to cultural diversity. Newcomers are expected to fit themselves into the existing system, where they may fmd systematic misunderstanding if not outright prejudice.
For example, in 1995,just over 1% ofthe Japanese population was foreign-born (17) . There is little or no integration offoreigners. Indeed, even Koreans who are third-or fourthgeneration residents still find it hard to obtain Japanese citizenship. Until recently, cultural psychiatry in Japan was centred on culture-bound syndromes, epidemiological studies of regional differences in psychopathology, psychodynamic formulations of the link between culture and personality, and a few phenomenological studies. The tendency to exoticize foreigners was coupled with a long tradition of literature on Japanese culture as unique-in a sense, Japanese exoticize themselves (70) . With the influx of foreign workers in the 1980s, refugees from Indochina, and returnees from abroad (for example, many people of Japanese descent were recruited from Brazil as a source oflabour) cultural psychiatry has reconfigured itself to address these new social realities. The Japanese Society of Transcultural Psychiatry was established in 1993 and has about 400 members. In 1996, the society began publishing a quarterly journal, Bunka to Kokoro ("Culture and Psyche"), covering a broad range of clinical and theoretical issues inspired by recent developments in cultural psychiatry and medical anthropology in the US and Europe (71) . However, as yet there has been little impact on mental health services.
Given a commitment to social justice, an explicit ideology of multiculturalism can be developed even in a formerly nonimmigrant society. This is illustrated by the example of Swedish society, which was relatively homogeneous and rural until the 1940s (except for Sami, and discounting Finns, Gypsies, and a small number ofJews). After World WarII, Sweden actively recruited immigrants from other countries until 1967, when the government introduced immigration controls. As a result, at present approximately 15% of Swedes have immigrant origin (first or second generation), and fully one-third of these are non-European. Since the mid-1970s, newcomers to Sweden have been almost exclusively refugees, mainly from the Middle East, Africa, and Latin America. Sweden received a large number of refugees from the former Yugoslavia (indeed, the highest proportion per population of any country). As a result, for many health care professionals the most important characteristic of recent newcomers is their history of exposure to violence and trauma, despite evidence that postmigration social factors are stronger predictors ofadjustment (15, 72) . Not surprisingly, Swedish efforts in cultural psychiatry have focused on the development ofresearch and services that address the sequelae of trauma.
Swedish immigrant policy since 1975 has been based on 3 major principles: 1) equality (providing immigrants with the same standard of living as Swedes); 2) freedom of choice (giving members of ethnic minorities the opportunity to retain their cultural identity or adopt Swedish cultural identity; and 3) partnership (promoting working together) (17) . The principle of freedom of choice extends to state support for teaching the language of origin to the children ofimmigrants. There are also interpreter and translation services and support for community organizations. Despite the policy of freedom of choice and partnership, the focus has been on integration, and there is some discomfort with immigrants who have chosen to emphasize their cultures of origin and develop ethnic enclaves. Immigrants are underrepresented among health care and social work professionals. Recently, the County Council ofStockholm sponsored the development ofa Centre for Transcultural Psychiatry that is conducting specialized clinical consultations and training programs to improve the quality and accessibility ofmental health services for the immigrant and refugee population.
The development of mental health services in low-income countries presents a particularly daunting challenge. In many such countries psychiatry has a short history, often revolving around disintegrating mental hospitals (not infrequently built close to prisons) bequeathed by departed colonial powers.
Here, the focus is on developing the most basic mental health services as part of the primary health care system. There are usually few psychiatrists, most of whom trained in overseas centres or recently trained at home using imported training methods and materials, and resources of all types are scarce. Although ethnic and cultural pluralism is a common feature of these countries, the most pressing cultural issue is the whol~sale .importation of forms of psychiatric thinking and practIce that may not be appropriate to local circumstances.
The Impact of Globalization on Psychiatry ?lobalization affects psychiatry in 3 main ways: 1) through Its effect on the forms ofindividual and collective identity and communal life that interact with psychiatric disorders, 2) through the impact of economic inequalities on mental June 2000
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Through mass media and electronic telecommunications, the world has indeed shrunk to a global village. As a result, the horizon of local cultural worlds may extend indefinitely or tunnel outward to other ethnic enclaves around the world. Indeed, the distant may be more familiar and frequented than the physically close. As a result, it may be more useful to think ofcultures in terms ofinformation flows and ofindividual communities, and even of persons, as local eddies in the flux of a global system.
The new migration that is changing the face of Canada has its parallels in many other parts of the world. Countries in Europe, while often ethnically diverse, have not had traditions ofmulticulturalism. However, Europe faces a shrinking population caused by aging and falling birth rates. As a result, many European countries will have to increase immigration to maintain their economic competitiveness, which will put new pressures on defmitions ofcitizenship and ethnic identity (73) .
There has been concern that globalization will lead to homogenization of identity and ways oflife. Two facts mitigate this. First, globalization touches only a minority of individualsowing to poverty and lack of mobility, most people still live their lives according to a local world ofvalues that has its own distinctive features (74, 75) . Second, globalizing forces meet their own counterforce in the tendency for communities to reassert their distinctive ethnic identity. This may reflect some built-in limitations on the extent to which human beings can identify with each other. If this is the case, ethnic diversity will be with us indefmitely.
Ethnocultural identity plays a role in individuals' self-esteem and helps to sustain communities that provide social support and buffer the effects of racism and discrimination (76, 77) . As a result, ethnic identity may influence the social causes and course of psychiatric disorders. Cultural psychiatry, therefore, is necessarily concemed with understanding the political arrangements that influence ethnocultural identity and promote tolerance (63, 78) .
The apparent resiliance of distinct cultures notwithstanding, the intermixing of cultures occurring around the globe on many fronts, both through migrations and through virtual travel via electronic media, is resulting in a "creolization" of identity and of the cultural idioms through which emotional distress is communicated (79) . As a result, we must imagine the emergence of a mestizo psychiatry open to hybridization of identity and the corresponding elaboration of theories of psychopathology and treatment (80) .
In addition to its effect on cultural distinctiveness, the economic consequences of globalization also have implications for mental health. The transnational consumer capitalism that drives globalization has accentuated economic disparities around the world: the developing countries that contain 80% ofthe world's population have only 22% ofthe global wealth (75) . The World Mental Health Report published in 1995 documented the very high levels ofpsychiatric disorders and distress in developing countries and urged a reorientation of public health policy to make mental health a higher priority (81) . Moreover, the report linked mental health and illness to the social problems of poverty, economic disparity, and underdevelopment, as well as war and political upheaval. In 1997, the World Health Organization launched the Nations for Mental Health Program, which aimed to increase recognition and treatment of the global burden of mental disorder, support the implementation of mental health policies, and create country-level demonstration projects to serve as models for service development.
The emphasis on the social origins of suffering in the World Mental Health Report (81) raises questions about the relevance of psychiatric theory and practice centred exclusively on the individual or the family. Indeed, psychiatric science may inadvertently collude with social forces that seek to reframe political and economic issues as problems of individuals. This may occur in industrialized countries as readily as in the developing world. The Japanese Ministry of Health and Welfare recently reported that 36% ofthe population between the ages of 15 and 65 years suffers from chronic fatigue sufficient to cause them to take sick leave from work (Note 3). Is this the belated recognition ofan epidemic ofmedically unexplained symptoms, major depression, or anxiety disorders, or evidence of profound alienation in the workplace? Similar questions can be asked about the 6% of school children in the US who currently receive stimulants to control their attention-deficit hyperactivity disorder (82) . Are they suffering from a psychiatric disorder or manifesting problems endemic to the school system and an attention span tuned to the pace of TV and video games? Cultural psychiatric research can help us to answer these questions before these problems and their "solutions" are exported around the world.
The sponsorship of so much activity in psychiatry (research, professional meetings, and continuing medical education activities) by pharmaceutical companies raises disturbing questions about the forces shaping psychiatric knowledge. For example, in the Independencia region of Lima, Peru, a poverty-stricken shantytown of some 200 000 residents, colourful posters list the cardinal symptoms of depression and advise people who have these symptoms to go to the doctor. The posters prominently display the name of a medication manufactured by the company that contributed them. It is, perhaps, not surprising that people arriving at the local mental health dispensary with self-diagnoses of depression ask for that specific antidepressant and may be dissatisfied when the psychiatrist suggests an alternative medication or treatment: professional autonomy takes a back seat to marketing. The prominent role ofthe pharmaceutical industry in every aspect of psychiatric research and education is a potential threat to the development of psychosocial interventions.
The production and export ofpsychiatric knowledge is tied to political-economic issues and to the cultural framing of'problems. The call for evidence-based medicine promises a more rational approach to psychiatric practice. However, evidence-based medicine is circumscribed by the research literature. Research funding often comes from parties interested 444 The Canadian Journal of Psychiatry Vol 45, No 5 in accruing certain types ofevidence (and ignoring others), so that we may end up with scientific evidence only for those practices that serve powerful economic and political interests. Indeed, 90% of the world's research funding is directed at problems that affect 10% of the world's population (83) . The psychiatric problems of the world's poor, and research aimed at the resolution of those problems, do not feature significantly in the psychiatric journals with the highest impact factors. The antidote to this disparity is a process of cultural critique, not only of psychiatry but also of the research process.
There is, of course, a deeper epistemological problem concerning what we consider to be evidence. The NIMH Group on Culture and Diagnosis faced this dilemma when the ethnographic data provided to support revisions to DSM-IV was treated as merely anecdotal by the editors (7) . The emphasis on large-scale epidemiology to resolve issues of fact will inevitably suppress the voices ofsmall groups and contribute to the homogenization and standardization of world cultures and traditions of healing. What we gain in methodological rigour we lose in diversity-with ominous implications, given the lessons ofecology about the instability ofmonocultures and their vulnerability to collapse when faced with new stresses.
For the rich, ready access to information, international markets, and capital improve the possibilities for increasing wealth. The poor, however, are not much troubled by concerns about Internet connectivity and bandwidth (86) . For them the brute realities are environmental degradation, lack of work, decline in the capacity of governments to provide state-funded education and health services, and exposure to the market in the form ofuser fees for health services. The attempt to maintain equity in provision ofhealth services while improving fmancial and administrative efficiency is proving in many countries to be a challenging task (87) .
As well as the many problems associated with globalization, the rapidly increasing access to information can also bring benefits to poor countries and to groups within countries that have been powerless. New coalitions of forces may emerge through the use of the Internet. Consumer, caregiver, and community groups can become better informed and influential in ways not previously possible. Democratization is occurring not only in politics but also in the relations between health services, patients, and communities.
Conclusion
As the clinical discipline concerned with disorders ofbehaviour and experience, psychiatry is intimately engaged with questions of culture, not only pragmatically, in delivering services to diverse populations, but also in its basic theory, which must incorporate knowledge of our nature as cultural beings with individual and collective histories.
The response to cultural diversity in mental health services is related to local notions ofcitizenship and the history ofmigration. Each ofthe national traditions of cultural psychiatry and associated models of care has something to teach us; one nation's focus is another's blind spot. An adequate response to cultural diversity will have to encompass attention to language, racism, and inequalities of power as well as the positive meanings of cultural tradition and ethnic identity.
The effort to respond to diversity in the clinic forces clinicians to confront their own value systems. However, the cultural critique of psychiatry, and the concern to hear the voices of others, does not mean abandoning scientific empiricism or clarity of thought. The effects of racism, imperialism, and systematic suppression of others' cultures will not be counteracted effectively by a wide-eyed naivete that sees in anything non-Western a better form ofmedicine. Indeed, there is a deep irony in the notion that one society's archconservatism becomes the hallmark of openness in another. The whole enterprise of cultural psychiatry, and the considered response to diversity that it aims for, is predicated on a social milieu that tolerates, indeed fosters, pluralism and diversity.
This effort faces many pragmatic constraints in time, human resources, access to the community, and support for social institutions. Psychiatric care, however, cannot be reduced to the tweaking ofneurotransmitter systems in the brain. It is essential that we work to bridge the conceptual divide between culture and biology. To do this we need to biologize culture by thinking through the ways in which culture is an aspect ofour biological organization. The human capacity to learn to navigate a cultural world is an essential aspect of our biology. To see this clearly, however, we must also "culturalize" biology by examining how our biological models and metaphors are shaped by cultural values and assumptions.
It is also essential that we focus on the social and political conditions that allow the full development of equity and justice. Health is a primary good because it is a fundamental condition for the full exercise of civil and political rights and liberties. Basic institutions and social arrangements are inherently unjust ifthey result in systematic disadvantage for some social groups. In most countries cultural minorities are subject to disadvantage as a result of social arrangements (including the design and delivery ofmental health services) that have been developed by, and for the benefit of, the dominant cultural group. The focus of cultural psychiatry on the development of equitable and effective services in culturally diverse societies is, therefore, a contribution to political justice (57) .
Cultural psychiatry can also play an important role in the development ofappropriate and effective mental health services and the education of mental health practitioners in lowincome countries. It can identify problems associated with the unthinking importation of psychiatric concepts (such as classification systems [88] ) and forms of mental health service organization that may be appropriate in the country where they were developed but not for the countries to which they are transplanted. Cultural psychiatry can also contribute to the development ofappropriate indigenous systems ofmental health care.
Cultural psychiatry has existed at the margins of psychiatry, where the encounter with cultural difference has forced June 2000
Cultural Psychiatry: An International Perspective 445 consideration of the universality, implicit assumptions, and cross-cultural applicability of theory and practice. Given the rapidly changing worlds we live in both locally and globally, the conceptual and pragmatic issues ofthe interplay of culture and mental disorder take on a new urgency. This urgency is likely to continue to grow over the coming decades.
